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health insurance. Under the Senate
HELP Committee bill, that number is
much higher. It is 34 million who would
still not be covered. But there is an as-
sumption there, although it wasn’t in-
cluded in the bill, that Medicaid would
be expanded. That would cover more
people. So that number may be over-
stated. But the Senate Finance Com-
mittee assumes 25 million people will
be without health insurance.

So you will have higher taxes, a tre-
mendous amount of higher spending—
up to about $2 trillion under any of
these bills—and an expansion of gov-
ernment here in Washington, DC, cuts
to Medicare reimbursements—to sen-
iors—across this country, and all for
what? Higher premiums for most
Americans, for people who currently
have insurance, to hopefully cover
some Americans. When you are spend-
ing $2 trillion, there ought to be some
advantage to that, but clearly a lot of
Americans are still going to be without
health insurance when this is all said
and done.

I am concerned. I think a lot of our
colleagues here in the Senate—and not
just on our side of the aisle, but I think
a number on the other side too—have
expressed concerns about starting the
debate a quarter of a trillion dollars in
the hole by putting a bill on the floor
that is going to spend a quarter of a
trillion dollars—$250 billion—over the
next 10 years that is not paid for. That
puts any bill that is considered later
completely out of balance, and it is a
gimmick that is designed to allow the
President and the Democratic majority
to say our health care reform bill is
deficit neutral. Well, sure, if you take
the $250 billion and back it out, it is
easy to say it is deficit neutral, when
in fact now it is going to be $200 bil-
lion. They have about an $80 billion
overage on the bill in the Finance Com-
mittee, but it is still going to be $200
billion out of balance when you do this,
again, to be financed with more debt
and more borrowing, which is exactly
what I think we want to avoid, and par-
ticularly when you are running deficits
as far the eye can see.

This last year, about 43 cents out of
every dollar that was spent here at the
Federal level—in Washington, DC—was
borrowed. There isn’t anyplace in
America where you can function like
that and still be in business. If you are
a person doing that in your personal
household finances, you would be
forced into bankruptcy. If you were a
small business, you would be forced
into bankruptcy. Frankly, were it not
for the fact that other countries
around the world are financing Amer-
ica’s debt, we would be in bankruptcy.
Because you can’t borrow 43 cents of
everything you spend, as we are doing
here in Washington, DC. In fact, to put
it in perspective—and a lot of Ameri-
cans understand this—if you are a fam-
ily with an annual income of $62,000, it
would be the equivalent of spending
$108,000. That is what we are doing here
in Washington, DC. Of all the money

CONGRESSIONAL RECORD — SENATE

we spend in a given year, 43 percent of
that is borrowed. We cannot continue
to sustain that.

I hope that before this bill comes to
the floor, we can reach an agreement
about amendments that might be of-
fered. I would say our side, the Repub-
lican side, has amendments it would
like to offer to this bill that would help
pay for it, help reduce the amount or
perhaps entirely reduce the amount
that would be borrowed in order to fi-
nance the physician reimbursement
fix, on which we all agree. As I said,
there is not anybody on this side who
does not agree that needs to be done. In
fact, Senator CORNYN offered an
amendment to the bill that would pro-
vide a 2-year fix, a 2-year solution to
the problem for physician reimburse-
ment. It was voted down. It was de-
feated, that amendment, in the Senate
Finance Committee.

We are looking. We are proactive. We
have to address this issue. This issue
was created by the Balanced Budget
Act back in 1987. I was a Member of the
House of Representatives at the time. I
voted for that balanced budget agree-
ment, but it included what was called a
sustainable growth rate formula by
which physicians are reimbursed. As I
said earlier, in January of this year,
based upon that formula, physicians
would receive a 21.5-percent reduction
in their fees, in their reimbursements.

Everybody here—I should not say ev-
erybody. I can’t speak for everybody.
But I think most Senators on both
sides of the aisle acknowledge that
issue has to be addressed. We need to
fix that, but we have to do it in a way
that is fiscally responsible. We want an
opportunity to offer amendments that
would allow us to do that.

As of last week, that request was
being rejected. There was going to be a
cloture vote today, which I understand
now has been vitiated, which means
perhaps the leaders are working to-
gether on an agreement that would
allow Senators on both sides to offer
amendments to this legislation that
would help pay for it.

I think it is telling that there are
Democrats who are uncomfortable with
the idea of adding $¥ trillion to the
Federal debt with the very first vote
we will cast on health care in the Sen-
ate Chamber.

I hope we can reach an agreement. I
hope the leaders will be able to do that
and this will be an open process, that
we debate, and there will not be any
mad rush to try to cut off debate.
Rather, Senators on our side would
have an opportunity to fix the issue
that is going to put a lot of physicians
in a very uncomfortable position if we
do not address it but do it in a way
that also is fair to the American tax-
payer and make sure we, as a nation,
are honoring the responsibility we
have, not just to fix this issue for
today but to provide a better and
brighter and more secure future for fu-
ture generations of Americans. It is a
future which, I would add, is very much
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in jeopardy and in peril if we continue
to spend and borrow and tax at the rate
that is contemplated in the health care
reform bill but, more important, with
the very first vote on that health care
proposal, which is to add $250 billion to
the Federal debt.

I yield the floor.

I suggest the absence of a quorum.

The ACTING PRESIDENT pro tem-
pore. The clerk will call the roll.

The bill clerk proceeded to call the
roll.

Mr. CASEY. I ask unanimous consent
that the order for the quorum call be
rescinded.

The ACTING PRESIDENT pro tem-
pore. Without objection, it is so or-
dered.

HEALTH CARE REFORM

Mr. CASEY. Mr. President, I rise to
talk about health care in three ways,
three different subjects but all vitally
important to making sure we get the
job done in the next couple weeks. As
many Americans know, in the Senate
right now, we have the HELP Com-
mittee bill that passed in July and the
recent passage of the Finance Com-
mittee bill coming together in a merg-
er process which is days away from
completion or certainly in the near fu-
ture. As that process unfolds, there are
parts of our bill, meaning the HELP
Committee bill, that I hope remain in-
tact or at least, in large measure, are
left as part of the final Senate bill.

One part is on the issue of children’s
health insurance. We had an important
debate about this program, which was
authorized in 2009, so that within the
next several years, within the next 4
years, maybe by the end of 4 years, we
will have as many as 14 million chil-
dren across America covered by that
program, a tremendous advancement
from where we were even 10 years ago.
It has shown results in a lot of places.
It is a well-tested program.

One of the more recent debates, with-
in the Finance Committee, was wheth-
er children in CHIP, whether that pro-
gram itself would be stand-alone—as I
believe and as I am glad the Finance
Committee agreed with me and with
others—or whether it would be folded
into the exchange. They didn’t do that
in the Finance Committee. I am glad
they did not.

In this instance, we have a program
which started in States such as Penn-
sylvania back in the early 1990s and
then became a national program in the
mid-1990s, about 1997. What we have
seen in Pennsylvania are tremendous
results. I ask unanimous consent to
have printed in the RECORD a one-page
survey by the Pennsylvania Insurance
Department from 2008 about uninsured
numbers, ages zero to 18 and then 19 to
64.

There being no objection, the mate-
rial was ordered to be printed in the
RECORD, as follows:
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Allegheny 5,883 274,523 280,406 2% £9,529 665,405 734,934
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Huntingdon 642 9,118 9,760 7% 4,043 -24,908 28,951
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Jefferson 814 9,387 10,201 8% 4,031 23,322 27,353
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Montgomery 7,379 182,500 190,279 4% 34,577 437,010 471587
Montour 106 4,114 4,220 3% 1,106 9,385 10491
Northampton 890 67,579 68,469 % 13,185 161,434 180,623
Northumberiand 411 18,772 15,183 % 5,548 49,900 55,448
Perry TTRTL 9,785 10,756 9% 4,030 24,681 28,711
Philadelphia 26,012 373,302 359,314 7% 131,608 728,700 860,308
Bike T T TTL386 T TTT1L,986 13,377 0% 5267 30,737 36,499
Potter 191 4,096 4,287 4% L7778 8,474 10,253
Schuylkill ™ 197 79,558 29,753 1% 9,371 81,244 ‘90,615
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1. Figures derived from the 2008 Health Insurance Survey conducted by Market Decisions LLC far the Pennsylvania Insurance Department (PI0]. Al numbers and percentages are estimates and have margins of error that must be
coasidered in any assessments or compacisans. {See the section on survey methodology In the survey, available on the PID Web site]. This chart does not reflect what portion of the uninsured may be eligible or may qualify for CHEP,

adultBasic, Medicaid, or any other government program. 2. Due to the smail number of uninsured chifdren found in the sample in Flk county, the number was estimated based on the resalts in adjgcent countias.
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Mr. CASEY. What this chart shows is
when we compare individuals who hap-
pen to be zero to 18 in age versus 19 to
64, we find that in Pennsylvania, across
the 67 counties, we have an uninsured
rate of 5 percent among children. So
ages zero to 18, it is 5 percent unin-
sured. It is still too high—we want to
bring that down to zero—but much
lower than it had been. But among the
age category 19 to 64, meaning every-
one above the age of 18 prior to the
time they have an opportunity to re-
ceive Medicare, 12 percent are unin-
sured in Pennsylvania. I doubt that is
much different across the country.

One of the lessons from that is that
when we take concerted action to
focus, whether it is public resources or
private resources but of a strategy for
health care, we can bring the numbers
down dramatically. So children’s
health insurance in Pennsylvania is in
much better shape than it was 10 or 15
and certainly 20 or 25 years ago. But we
haven’t, as a country, begun to focus
on that age category 19 to 64. If it is 12
percent in Pennsylvania, it is probably
similar across the country because
there has been no strategy for people in
that age category comprising our
workforce.

We have to bear that in mind. When
we have one category with an unin-
sured rate of b percent versus another
that is more than double that at 12 per-
cent, we have to continue to focus
strategies in the debate on that age
category. In this process of coming to a
bill, I believe there are several policies
and several strategies that will get us
to the point where the rate for ages 19
to 64 will come down as well. As many
Americans know, the Affordable Health
Choices Act, the bill from the HELP
Committee, has as its goal and is pre-
mised upon the idea of covering as
many as 97 percent of the American
people. We finally have a strategy for
every age group in addition to what we
have tried to do for children and what
we have done to help older citizens,
over more than 40 years now, over the
age of 65 or 656 and up.

One of the parts of the HELP Com-
mittee bill which does not get a lot of
attention is a part of the bill which is
set forth in sections 3201 to 3210. It
starts on about page 228 of the HELP
Committee bill. I know these bills are
big, well more than 800 pages, but this
section on the Community Living As-
sistance Services and Supports Act, the
so-called CLASS Act, is a break-
through—I think to be understated—
because what it does is provide indi-
vidual Americans who have functional
limitations to be able to continue
working but also to provide some of
the help that goes into providing them
the wherewithal to continue working.

Here is what the fundamental pur-
pose is. I am reading from the sum-
mary: The fundamental purpose of the
bill “‘is to establish a national vol-
untary”’—voluntary—‘‘insurance pro-
gram for purchasing community living
assistance services and supports in
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order to provide individuals with func-
tional limitations with tools that will
allow them to maintain their personal
and financial independence’—probably
the most important word in that para-
graph—*‘“‘and live in the community
through a new financing strategy for
community living assistance services
and supports,” and ‘‘establish[ing] an
infrastructure that will help address
the Nation’s community living assist-
ance services and supports needs, and
alleviate burdens on family care-
givers.”

What we have now, unfortunately, in
many Dplaces is two or three major
problems. The individuals themselves
are not able to work sometimes; they
have an inability to work because of
limitations, and they are not able to
pay for the kind of care they need.
That is the main problem.

The second problem is, in many fami-
lies, caregivers try to make up for
that. If the family member with limi-
tations cannot pay for services, family
members provide the kind of services
they would hope to get from some
other person or entity.

What we are doing here is relieving a
burden on individuals so they can be
fully functional and independent be-
cause of the support and help they get,
such as someone coming into their
home in the morning to help them get
off to work and to be able to meet
them at the end of the day and help
them with so-called activities of family
living, things we all take for granted in
our daily lives: everything from feed-
ing and bathing and other fundamental
things that all of us have to do every
day. With a little bit of help from
someone, many Americans can lead a
life of employment, a life of dignity,
and a life of contribution to our econ-
omy.

It also gives some real help to family
members. So we will talk more about
the details of how this works. I should
mention the person who was the driv-
ing force on this legislation—and he
and his staff worked on this for years—
was the late Senator Kennedy. He
spent many years developing this pro-
gram, developing the CLASS Act, and
making sure it was part of our bill.
That is why we wanted to make sure it
was part of the Affordable Health
Choices Act, and it should be part of
the final health care legislation we
enact here in the Senate. If we are
going to do the right thing, it will be in
the bill. I think most people here want
to do the right thing as it relates to
people with functional limitations who
can contribute more to their workplace
and contribute more to our economy.

Senator Kennedy’s work was focused
not just on providing a program to give
people that opportunity, his focus was
also: How can we do it in a way that is
fiscally responsible? Well, this program
provides not just a lot of help for peo-
ple with limitations and their families,
but it also does not cost the Federal
Government in the process because
people will be paying in overtime and
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then have the opportunity to use those
resources when they need them.

Let me finally move to another area
in the remaining time I have. In addi-
tion to the importance of preserving
the Children’s Health Insurance Pro-
gram the way it is right now—which I
think was a great advancement in the
Finance Committee—in addition to en-
acting legislation which will have the
CLASS Act as part of it, the third
thing I am going to mention today is
an issue that has received a lot of at-
tention, but sometimes we do not high-
light some of the elements that are
very important to the American peo-
ple. I speak of the so-called public op-
tion, which in our Senate health care
bill, the HELP Committee bill, is enti-
tled the “Community Health Insurance
Option.”

One of the most important parts of
the bill—in fact, I think the first word
in the section is the word ‘‘voluntary.”
When I was going across Pennsylvania
talking to people about our health care
bill—and our bill passed in July, so
when I was on the road in August, we
had a chance to talk about a bill, not
just a concept but a bill we had already
passed out of committee—some people
who were opposed to the public option
would ask a question or make a state-
ment, and often they would say to me:
Well, I don’t want to be forced into
some government program and lose my
ability to choose or lose some of the
rights I have now.

I would point to the Community
Health Insurance Option section of the
bill and say: The first word is ‘‘vol-
untary.” There is no requirement here.
I think that mythology kind of got
ahead of the truth. It is voluntary; that
is, voluntary as it relates to an indi-
vidual but also voluntary as it relates
to a provider.

Second, as to the benefit package, as
we wrote it in our bill, in the HELP
Committee, it would meet the so-called
gateway. In our bill we call it a ‘‘gate-
way.”” In the other bills, they call it an
‘“‘exchange.” But it meets the gateway
standard by offering coverage that has
an essential benefit package, including
ambulatory patient services, emer-
gency services, hospitalization, mater-
nity and newborn care, mental health
and substance abuse services, prescrip-
tion drugs, rehabilitative services and
devices, preventive and wellness serv-
ices, and pediatric services. States can
offer additional benefits beyond that
essential benefit package with any cost
of such additional benefits being as-
sumed by the State. So that is what
the public option in our bill, the Com-
munity Health Insurance Option,
would offer as a benefit package.

The premium rates will be set by the
Secretary of Health and Human Serv-
ices at an amount sufficient to cover
expected local costs—local costs. So
you are going to have a lot of impact
and relevance as to what is happening
in the local community. And also—this
is very important—the Community
Health Insurance Option has to meet
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solvency standards. It cannot just op-
erate and not worry about standards
that involve solvency. If there are
States that have higher levels or high-
er requirements as to solvency, the
public option would have to meet that.

The reimbursement rates will be ne-
gotiated by the Secretary and shall not
be higher than the average of all
local—local—gateway reimbursement
rates.

I mentioned the importance of sol-
vency as a requirement.

Startup funds will be provided by the
Treasury to cover costs of initial oper-
ations and cover payments for the first
90 days of the plan’s operation. But
then that public entity, which is State
based, would have to pay the money
back over time. I think that is criti-
cally important to point out.

Finally, State-based advisory coun-
cils will provide recommendations to
the Secretary on operations and poli-
cies regarding the Community Health
Insurance Option, to take advantage of
local innovative efforts and meet local
concerns. So this is not some entity
that is going to operate in Washington.
It is an entity that will have not just
public input and local input and local
relevance but actually will take advan-
tage of local innovative efforts that we
see all across the country. I know in
Pennsylvania there are hospitals or
hospital systems or communities that
do things a different way and are very
successful, and we have to be giving
them the opportunity to have that
kind of flexibility.

I believe it is the right thing to do to
have as part of the final bill a public
option. I believe our bill we passed out
of committee is the right way to do it.
Others might have another version of
it. But I believe the Community Health
Insurance Option is a voluntary, fo-
cused way to make sure we are inject-
ing real competition and thereby low-
ering costs but also enhancing choice.

One thing we do not want to do at
the end of this road is limit choices
people have. A lot of people will stay
with their private insurance policy or
their private plan. They will want to
stay there. But others may say: I am in
such a predicament or I am in such a
cost situation that I need to choose a
public option.

Finally, Mr. President—I will wrap
up with this—I believe this debate has
been critically important to the Amer-
ican people, even the debates that get a
little heated. It is very important we
get this right. It is very important we
have spent the time we have spent over
these many weeks and months. But we
are reaching the point now where we
are down to weeks, thank goodness,
not months.

I believe we can get this right, we
can put in place strategies to give peo-
ple peace of mind, so when they go to
work in the morning, they do not have
to worry, as they do, about health
care—the cost of it, the burden of it,
being denied coverage because of a pre-
existing condition or having a child de-
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nied coverage because of that or a
loved one. I believe we can also begin
to wrestle the costs to the ground and
not have them spiraling upward, as
they have been doing for 10 or 15 or
more years. I also believe we can en-
hance choice and quality.

Even with all the debates we are hav-
ing, all the disagreements we some-
times have here in Washington, there
is a lot of consensus about the need to
pass a bill, about the need to enhance
prevention efforts and quality efforts. I
believe we can get there. But we will
continue to highlight some major as-
pects of the bill, and we are going to
continue to fight hard for these funda-
mental priorities of health insurance
reform.

Mr. President, with that, I yield the
floor.

The ACTING PRESIDENT pro tem-
pore. The Senator from Tennessee.

Mr. ALEXANDER. Mr. President,
how much time is remaining on the Re-
publican side?

The ACTING PRESIDENT pro tem-
pore. There is no divided time at this
point. Morning business goes until 4:30
p.m.

Mr. ALEXANDER. Mr. President, I
ask unanimous consent to speak in
morning business.

The ACTING PRESIDENT pro tem-
pore. Without objection, it is so or-
dered.

HEALTH CARE REFORM

Mr. ALEXANDER. Mr. President,
after a lot of serious debate and discus-
sion, we apparently are about to come
to the point where we have our first
vote on health care reform.

What is it the Democrats—those on
the other side—propose we do? Add
one-quarter of a trillion dollars to the
national debt. I thought this debate
was supposed to be about reducing
costs—reducing costs to the govern-
ment and reducing costs to individuals
across this country who cannot afford
to pay for health care insurance. And
then, as we find ways to reduce the
costs of what we are doing, we can
begin to expand health care coverage
to the Americans who do not have in-
surance. But it is as big a problem—or
bigger—today that those who do have
health care insurance—and that is
about 250 million of us out of 300 mil-
lion—that many Americans cannot af-
ford their health care.

So our focus is, I thought, on cost.
How do we reduce costs to the govern-
ment and costs to the American peo-
ple? What we see is that the very first
vote on health care reform will be on a
proposal to increase the debt by $247
billion over 10 years in order to pay for
Medicare doctors reimbursements. This
is not the insurance companies talking.
This is not the Republicans talking.
This is not one news commentator
talking. This is the proposal by the
Democratic side, that the first vote
will be to increase the debt by a quar-
ter of a trillion dollars.
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I wish to talk for a few minutes
about this bill as we see it. Here we are
supposed to be having legislation to re-
duce the costs to the government, and
we apparently are going to, as the first
step in the wrong direction, add a quar-
ter of a trillion dollars to the govern-
ment. The second thing we are trying
to do is to reduce your costs—the costs
that each of us pays for our health care
insurance. The outlines of the bill we
see coming through the Congress would
actually increase premiums.

I would ask the American people and
ask my colleagues: If our goal is to re-
duce costs—and we are adding to the
debt and increasing premiums instead
of reducing premiums and reducing the
debt—why are we doing this?

Let me start first with adding a quar-
ter of a trillion dollars to the debt.
Here is what the proposal would be.
You will remember a few days ago
there was a great deal of congratula-
tions when the Finance Committee fin-
ished a lot of hard work, and they said:
This is a deficit-neutral bill. It doesn’t
add anything to the debt. That is what
the Congressional Budget Office said
based on a series of assumptions. That
is something to be proud of because the
President himself has said he won’t
sign a piece of legislation that adds one
dime to the debt, and then he added to
that, ““and I mean it,” like a parent
who wanted to make sure he was being
heard by unruly Members of Congress.

I am glad he said that. I heard him
say it earlier in the year when he had
a summit on the condition of the Fed-
eral budget. Democrats and Repub-
licans—we all went down to the White
House. People came in and said: If we
don’t do something about the increas-
ing debt in our country, our children
and grandchildren aren’t going to have
a country. That was not overstating it.
Everyone at the President’s summit
agreed that the principal cause of run-
away debt in America is health care. It
is Medicare and Medicaid.

Just these past few days—here is the
weekend newspaper in Tennessee. This
is the Nashville Tennessean on Satur-
day: “‘Deficit leaps to $1.4 trillion.” I
think most Americans—I know at least
most Tennesseans—are deeply con-
cerned about this. But lest you think a
Republican Senator is exaggerating the
problem, let me just read a few para-
graphs from the Associated Press
story:

Deficit leaps to $1.4 trillion. Economists
warn of crisis if U.S. fails to act.

This is an Associated Press story.

What is $1.42 trillion? It’s the federal budg-
et deficit for 2009, more than three times the
most red ink ever amassed in a single year.

It’s more than the total national debt for
the first 200 years of the Republic, more than
the entire economy of India, almost as much
as Canada’s, and more than $4,700 for every
man, woman and child in the United States.

Yet the first proposal, the first vote
on health care is going to be to add to
that debt.

The Associated Press article con-
tinues:



		Superintendent of Documents
	2019-05-03T07:14:03-0400
	US GPO, Washington, DC 20401
	Superintendent of Documents
	GPO attests that this document has not been altered since it was disseminated by GPO




